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Few studies have evaluated the impact of lifetime abuse on quality of life (QoL) among old-
er adults. By using a multinational study authors aimed to assess the subjective perception of
QoL among people who have reported abuse during the course of their lifetime. The re-
spondents (N = 4,467; 2,559 women) were between the ages of 60 and 84 years and living
in seven European countries (Germany, Greece, Italy, Lithuania, Portugal, Spain, and
Sweden). Lifetime abuse was assessed by using a structured questionnaire that allowed to assess
lifetime experiences of abuse. QoL was assessed with the World Health Organization Quality
of Life–Old module. After adjustment for potential confounders, authors found that to have
had any abusive experience decreased the score of sensory abilities. Psychological abuse was
associated with lower autonomy and past, present, and future activities. Physical abuse with
injuries signiﬁcantly decreased social participation. Intimacy was also negatively associated
with psychological abuse, physical abuse with injury, and sexual abuse. The results of this
study provide evidence that older people exposed to abuse during their lifetime have a signiﬁ-
cant reduction in QoL, with several QoL domains being negatively aﬀected.
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Abuse has immediate eﬀects on health and insome cases is fatal. It has been establishedthat exposure to abuse results in physical,
mental, and behavioral health consequences (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002). Maltreat-
ment is a common and signiﬁcant burden on the
health care system that can produce sequelae, both
short and long term (Buckingham &Daniolos, 2013).
In fact, the negative health consequences can persist
long after the abuse has stopped.
A traumatic event such as abuse leads to potentially
irreversible changes that may increase vulnerability to
poor health over the life course (Repetti, Taylor, &
Seeman, 2002). We know that early exposure to vio-
lence can produce long-term consequences for the
victim many years later (Child Welfare Information
Gateway, 2017). Victims may develop at least one
mental disorder such as depression, anxiety, posttrau-
matic stress, substance abuse, and chronic physical
complaints (Buckingham & Daniolos, 2013). Studies
among women who were abused at any time after
the age of 15 showed that they are signiﬁcantly more
likely than other women to report overall poor
health, chronic pain, memory loss, and problems in
walking and carrying out daily activities (García-
Moreno, Jansen, Ellsberg, Heise, & Watts, 2005).
Studies have also found that women with a history
of abuse are later more likely than other women to
report a range of chronic health problems such as
headaches, chronic pelvic pain, back pain, abdominal
pain, irritable bowel syndrome, and gastrointestinal
disorders (Campbell, 2002; Campbell et al., 2002).
In addition, abuse may have an impact on the vic-
tim’s life expectancy and long-term health-related
quality of life (QoL). The linkage between abuse and
perceived QoL (Corso, Edwards, Fang, & Mercy,
2008; Dong, Simon, & Gorbien, 2007; O’Keeﬀe
et al., 2007; Soares et al., 2013) has not attracted great
attention. However, existing studies suggest that abuse
or neglect experiences are associated with lower QoL
in most domains (Soares et al., 2013). Furthermore, a
study has shown that people who have experienced
violence, for instance, reported signiﬁcant losses in
health-related QoL in adulthood compared with peo-
ple who did not experience maltreatment (Corso et al.,
2008). Also, in that study it was shown that childhood
maltreatment had a yearly loss of 0.03 quality adjusted
life years, or 11 days per year (Corso et al., 2008).
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Nevertheless, there are few studies on the rela-
tionship between abuse and perceived QoL, par-
ticularly lifetime abuse and among older people
(Evren et al., 2011). A further examination of the
topic may be useful to assess the burden of abuse
on health. This information may help policy-
makers and health planners in the development of
eﬀective interventions to target abuse and improve
QoL among victims of abuse (Soares et al., 2013).
Based on data collected in a multinational study on
abuse and health in seven European countries, we in-
tended to assess the subjective perception of QoL
among people between the ages of 60 and 84 years
who have experiences abuse during their lifetime.
METHOD
Participants
The present study is based on data collected in the
scope of Elder Abuse: A Multinational Prevalence
Survey. This is a cross-sectional study with recruit-
ment and data collection in the seven European
cities conducted during the period between
January and July 2009 by means of face-to-face in-
terviews or a combination of interviews and self-
response questionnaires. The data became available
for processing in 2011 after input and creation of
indexes. All scales (if not available) were translated
into the native languages spoken in the countries
were the data were collected, back-translated, and
culturally adapted. The same procedure was applied
for other materials (for example, information letters).
The respondents were informed (in writing or ver-
bally) about the research and informed consent was
obtained. Conﬁdentiality, anonymity, and the re-
spondent’s rights were emphasized. Ethical permis-
sion was applied for and received in each country
(for further details, see Lindert et al., 2013; Lindert
et al., 2011; Macassa et al., 2013; Soares et al., 2010).
The sample consisted of 4,467 randomly selected
respondents (2,559 of them women) between the
ages of 60 and 84 years (Lindert et al., 2011). The re-
spondents included in the survey had no cognitive
(for example, dementia) or sensory (for example,
blindness) impairments, were national citizens or
documented migrants, and resided in their own or
rented houses or homes for elderly people. Mean
response rate across countries was 45.2 percent.
More details on sample (including demographic and
socioeconomic data), sampling strategy, and response
rates are published elsewhere (Lindert et al., 2013;
Lindert et al., 2011; Macassa et al., 2013).
Measures
Abuse. Abuse was assessed with 52 questions based
on the revised Conﬂict Tactics Scales (Straus, Hamby,
Boney-McCoy, & Sugarman, 1996) and on the
UK survey of elder abuse and neglect (O’Keeﬀe
et al., 2007). Psychological Abuse subscale comprised
11 questions (for example, whether someone under-
mined or belittled what you do), of which six con-
sisted of severe acts; physical abuse 17 questions (for
example, whether someone used a knife, a gun, or
other weapon on you), of which 10 consisted of
severe acts; physical abuse with injury seven ques-
tions (for example, whether you passed out from
being hit on the head), of which four consisted of
severe acts; sexual abuse eight questions (for exam-
ple, whether someone tried to have sexual inter-
course with you against your will), of which ﬁve
consisted of severe acts; ﬁnancial abuse nine ques-
tions (for example, whether someone used fraud to
take your money or possessions from you), of which
ﬁve consisted of severe acts. Each abuse act may
have occurred once, twice, three to ﬁve, six to 10,
11 to 20, or more than 20 times after the age of 18.
For each subscale, lifetime abuse was deﬁned if par-
ticipants positively reported the occurrence of these
acts at least once during adult life. When questions
were answered this has never happened, the respon-
dent was coded as non-case (0), and if they answered
yes as a case (1). Cronbach’s alphas across countries
for each violence type as assessed by the scale were .82
for psychological abuse, .80 for physical abuse, .70 for
physical abuse with injury, .90 for sexual abuse, and .81
for and ﬁnancial abuse. The present study focused on
lifetime abuse, that is, exposure to any of the above-
mentioned abuse from the age of 18 years, which does
not include child abuse.
QoL. QoL was assessed with the World Health
Organization Quality of Life–Old (WHOQOL-
OLD) module (Power, Quinn, & Schmidt, 2005b).
It contains 24 items, with responses graded on a
Likert-type scale ranging from 1 = not at all to 5 =
extremely; we transformed the scale scores to
between 0 and 100, making it possible to express the
scale score in percentage between the lowest (0) and
highest (100) possible value. To obtain the trans-
formed facet score (0–100), the manual instructions
of the scale administration have been taken (Power
et al., 2005b). The following transformation rule was
applied: Transformed scale score = 6.25 × (raw facet
score – 4). The items can be summed into a total
QoL and divided into six domains with four items in
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each: autonomy (for example, freedom to make
own decisions); fear of death or dying; intimacy (for
example, feeling a sense of companionship in life);
past, present, and future activities (for example, satis-
faction with one’s achievements); sensory abilities
(for example, loss of sight aﬀecting participation in
activities); and social participation (for example, hav-
ing enough to do each day). Higher scores indicate
higher QoL. Cronbach’s alpha (standardized items)
for QoL across the included countries was .92.
Statistical Analyses
In the present analysis, analysis of variance was used to
compare means of each domain of QoL according to
each type of lifetime abuse experience. Seven multi-
ple linear regressions were computed to scrutinize the
associations between the dependent variables (sensory
abilities; autonomy; intimacy; past, present, and future
activities; social participation; fear of death and dying;
and total QoL) and each form of lifetime abuse (psy-
chological, physical, ﬁnancial, sexual, physical with
injury, and abuse overall). Models were adjusted for
country of residence, age, gender, living with partner,
marital status, education, occupation, ﬁnancial sup-
port, ﬁnancial strain, social support, smoking, alcohol
drinking, body mass index, and presence of disease.
Associations were expressed as unstandardized βs and
their 95 percent conﬁdence intervals (CI). To assess
multicollinearity in our regression analysis, we calcu-
lated the variance inﬂation factors (VIF) for estimates
in each model. Results showed VIF values lower
than 5, which indicates that regression coeﬃcients
were not poorly estimated due to multicollinearity.
As no signiﬁcant statistical interaction by gender in
the association between lifetime abuse and QoL
was found, data for men and women were analyzed
together.
RESULTS
As shown in Table 1, 45.5 percent of the partici-
pants reported at least one experience of abuse
during their lifetime, with psychological abuse as
the most common type (34.5 percent). The preva-
lence of lifetime physical abuse was 11.5 percent,
injury 4.3 percent, sexual abuse 5 percent, and
ﬁnancial abuse 18.5 percent. Signiﬁcant statistical
diﬀerences were observed in the prevalence of life-
time abuse according to gender. Women tend to
report more frequently experiences of lifetime
injuries and sexual and ﬁnancial abuse. Table 2
shows the prevalence of severe episodes of abuse
according to country, age, and gender. Severe epi-
sodes of physical abuse and ﬁnancial abuse were re-
ported in higher numbers in Portugal.
As shown in Table 3, the mean and standard
deviation score of total WHOQOL-OLD was sig-
niﬁcantly higher among the nonabused compared
with those who reported psychological abuse dur-
ing their lifetime. This diﬀerence was also observed
for physical abuse, physical abuse with injuries, and
sexual abuse. In addition, lifetime psychological
abuse was signiﬁcantly associated with lower levels
of autonomy; past, present, and future activities;
social participation; and intimacy. Similar results
were found for physical abuse, physical abuse with
injuries, and sexual abuse. Financial abuse was sig-
niﬁcantly associated with lower levels of auton-
omy; past, present, and future activities; and social
participation. Furthermore, victims of physical abuse,
physical abuse with injuries, or sexual abuse reported
lower levels of sensory abilities, although diﬀerences
were not statistically signiﬁcant for sexual abuse.
However, the relationship of sensory abilities with
psychological or ﬁnancial abuse showed opposite re-
sults. That is, higher scores of sensory abilities were
observed among victims of psychological and ﬁnan-
cial abuse. The death and dying domain was not
associated with abusive experiences during the course
of a lifetime.
Table 4 shows the results for the linear regressions
considering each domain of QoL. After adjustment for
potential confounders, it was observed that experience
Table 1: Lifetime Abuse Prevalence (%) among People Ages 60 to 84 Years in Seven
European Countries (N = 4,467)
Respondents Psychological Physical Physical with Injury Sexual Financial Any
Overall 34.5 11.5 4.3 5.0 18.5 45.5
Gender
Female 34.7 11.8 5.4 6.6 20.3 47.0
Male 34.3 11.2 2.8 2.7 16.0 43.5
p value .772 .567 <.001 <.001 <.001 .023
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of lifetime physical abuse with injuries decreased by
4.14 (95% CI:−7.45,−0.84) the score of sensory abili-
ties. Psychological abuse was associated with lower le-
vels of autonomy (β = −2.38, 95% CI: −4.46, −0.30)
and past, present, and future activities (β = −2.95, 95%
CI: −4.68, −1.22). Also, physical abuse with injuries
signiﬁcantly decreased social participation (β = −2.86,
95%CI:−5.67,−0.06).Moreover, intimacywas nega-
tively associated with psychological abuse (β = −3.51,
95% CI: −6.29, −0.72), physical abuse with injury
(β = −5.00, 95% CI: −9.11, −0.89), and sexual abuse
(β = −4.05, 95% CI: −7.53, −0.56). In general, the
total score of QoL decreased with psychological abuse
and physical abuse with injuries.
DISCUSSION
Almost half of the participants reported at least one
type of abuse during their lifetime; psychological
abuse was the most frequent form. Although less
attention has been given to emotional abuse com-
pared with other forms (such as physical abuse)
(O’Laeary, 1999), it is known that such abuse may
have a high negative impact on people’s well-being.
Psychological abuse over time may lead to depres-
sion, fear, anxiety, and low self-esteem (Ellsberg,
Jansen, Heise, Watts, & García-Moreno, 2008), and
ultimately to a high incidence of suicide and suicidal
attempts (Kapoor, 2000).
Our study showed that people who experienced
abuse during their lifetime had lower scores in
QoL dimensions, compared with people who did
not experience any type of abuse. A previous study
also showed that people who experienced abuse
early in life have a marginal decrease in at least two
years of undiscounted quality-adjusted life expec-
tancy, compared with people who did not experi-
ence abuse (Corso et al., 2008). It seems that
lifetime experiences get under the skin, and may
have a negative impact on individuals’ later QoL.
After adjustment for potential confounders, it
was observed in our study that sensory abilities and
social participation were signiﬁcantly associated
with lifetime physical abuse with injuries. Having
had an abusive experience decreased the score of
sensory abilities by 4.14 (95% CI: −7.45, −0.84)
and of social participation by 2.86 (95% CI: −5.67,
−0.06). Lifetime abuse seems to have had a nega-
tive inﬂuence on the ability to have personal and
intimate relationships. Over time, feelings like
worthlessness, powerlessness, hopelessness, unhap-
piness, and insecurity can be instigated by abuse
experiences and then incorporated in the indivi-
duals’ health and QoL. Even the experience of
psychological abuse was related to lower levels of
autonomy; intimacy; and past, present, and future activ-
ities. It has been previously shown that psychological
Table 2: Prevalence (%) of Severe Abuse (by Each Type) according to Country, Age, and
Gender
Variable Psychological Physical Physical with Injury Sexual Financial
Country
Germany 23.3 8.9 3.7 6.5 9.4
Greece 6.8 4.4 1.7 3.1 3.1
Italy 5.3 0.8 0 1.1 18.8
Lithuania 15.2 2.5 1.0 0.2 3.5
Portugal 33.7 16.0 5.5 5.9 40.4
Spain 13.2 7.2 4.4 2.4 24.5
Sweden 22.8 5.9 2.7 2.9 4.2
p value <.001 <.001 <.001 <.001 <.001
Age (years)
60–64 19.2 8.2 3.1 3.6 12.5
65–69 17.5 6.3 2.4 3.3 13.9
70–74 18.4 6.2 3.2 3.6 16.5
75–79 15.0 5.7 2.4 2.4 15.5
80–84 13.9 5.9 2.0 2.2 18.5
p value .027 .174 .553 .377 .009
Gender
Female 18.1 6.5 3.3 4.5 17.3
Male 16.1 6.7 2.0 1.3 11.9
p value .078 .903 .009 <.001 <.001
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abuse may be more damaging than other forms of
abuse (Acierno et al., 2010). Moreover, it has been
suggested that if the abuse was perpetrated by
someone close to the victim, it may be highly
stressful for the individual, particularly in terms of
intimacy (Gray, 2009; Soares et al., 2013).
Limitations
The strength of this study lies in its large sample and
multicountry approach. In addition, it explores a
research topic that has been little studied in Europe.
However, there are some limitations that should be
discussed. The cross-sectional nature of this study did
not allow conclusions about causality. Information
was collected retrospectively, which may have re-
sulted in recall bias. In our study we used the
WHOQOL-OLD, which is the most appropriate
instrument to assess QoL among older people,
although there are other instruments available.
However, WHOQOL allowed a cross-cultural com-
parison (Power, Quinn, & Schmidt, 2005a) and also
comprises a generic measure of QoL, making it ideal
for adaptation to the assessment of QoL in older adults
with good psychometric performance (Power et al.,
2005a). The reliability of older age groups in self-
reporting events that may have occurred many years
ago can be questioned. However, there is evidence
suggesting that the unreliability of retrospective reports
of trauma is overstated (Hardt & Rutter, 2004). In fact,
traumatic events tend to be memorable. Furthermore,
in older age, when the maltreatment has ended, there
is an increased likelihood of disclosure (Ghetti et al.,
2006). On the other hand, we are aware that some
cases of abuse have not been self-identiﬁed as an abu-
sive experience.
Practice Implications
This study showed that experiences of violence
have a negative impact in QoL and also seem to
aﬀect the aging process. First, this study highlights
the importance of screening for violence early
in life, when these experiences have a negative
impact in QoL. The identiﬁcation and assessment
of interpersonal violence experiences is a diﬃcult
process because this is not a visible problem, and
the disclosure of such experiences is very depen-
dent on the individual intention. Therefore an
appropriate setting is required to gather this type of
information. Social workers are the professionals
with appropriate training to identify and assess
interpersonal violence experiences in diﬀerent
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settings, using multiple sources of information.
These professionals are prepared with empathy
skills to deal with interpersonal diﬃculties. In
research, social workers are prepared to provide
training to other professionals to eﬀectively use
screening tools. They are also able to provide the
appropriate support, for instance, in the context of
violence research. Social workers usually collabo-
rate with organizations or associations that would
eﬀectively respond to victims. Identifying and as-
sessing the problem contributes to monitoring it in
society. However, we also need a holistic under-
standing of violence to shape the interventions ef-
forts. Social workers and other professionals should
work collaboratively in this task.
Second, to improve QoL and well-being has
increasingly become an essential issue for societies.
Social workers and other professionals should
work closely together to assess population needs,
particularly those of vulnerable populations such as
older people, to deﬁne appropriate actions to
reduce the impact of abuse for QoL.
Conclusion
Our results provide evidence that older people
exposed to abuse during their lifetime have a signiﬁcant
reduction in QoL, with several QoL domains being
negatively aﬀected by an abusive experience. Further
research should be conducted to better understand vio-
lence phenomena among the population, particularly
vulnerable population groups, and to deﬁne interven-
tions to reduce the impact of traumatic experiences on
QoL. HSW
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